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Pneumococcal psoas abscess: report of two cases
Primary psoas abscess occurs after direct inoculation or hem-
atogenous spread from distant foci, whereas secondary psoas
abscess occurs when infection follows dissemination from an
adjacent structure, mainly bone and genitourinary or intestinal
tracts. Intestinal microorganisms are the major causative agents
of secondary psoas abscesses, whereas Staphylococcus aureus
accounts for more than 80% of primary cases [1].
Primary psoas abscess is less frequent than secondary cases,
and agents other than Staphylococus aureus are rare. A literature
review revealed only 10 cases of Streptococcus pneumoniae primary
psoas abscess [2].We report here two additional cases, diagnosed
in our hospital in March 1998.
A 62-year-old woman presented to the emergency room
with a 6-week history of fever. She had malaise, anorexia, chills
and nocturnal fever, sweating, as well as pain in the lower left
abdominal quadrant, ﬂank and buttock. There was no recent
history of trauma.
On admission the patient had a temperature of 39°C. Physi-
cal examination was unremarkable except for tenderness over
the left ﬂank, without local erythema, swelling or warmth. The
abdomen was soft and non-tender, and there was no evidence
of an abdominal mass on deep palpation. Normal bowel noises
were heard.
Laboratory studies showed a white blood cell count of
8.4× 103/mL (71% polymorphonuclear neutrophils), and
11.2 g/dL of hemoglobin. Erythrocyte sedimentation rate and
ﬁbrinogen were increased, with values of 94mm/h and
900mg/dL, respectively. A conventional serum biochemistry
study revealed no additional relevant information. Urine cul-
ture and two blood culture sets obtained on admission were
negative. Quantitative determinations of immunoglobulin, C3
and C4 serum levels were normal. Total serum hemolytic
complement activity was low (98 mg/mL). Rheumatoid factor,
and antinuclear and anticytoplasmic antibodies, were negative.
A further evaluation by abdominal CT showed a hypodense
ﬂuid collection, suggestive of abscess, in the left psoas muscle,
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with rejection of the renal pelvis. The spine and discal space
were spared. Minimal, purulent material was obtained by CT-
guided aspiration. Gram staining of the purulent material
revealed many polymorphonuclear leukocytes and Gram-posi-
tive cocci in chains. Intravenous meropenem (1 g three times a
day) was initiated. Culture of the purulent ﬂuid yielded a peni-
cillin-susceptible Streptococcus pneumoniae strain. No additional
ﬂuid was obtained after two aspiration attempts.
Seventy-two hours after starting antibiotic therapy, the pati-
ent became afebrile and the ﬂank pain decreased. The pain had
completely resolved by the 10th hospital day. A repeat CT scan
on the 14th day showed partial resolution of the psoas abscess.
At this time, parenteral meropenem was changed to oral cef-
uroxime (1 g three times a day), and the patient was discharged
with good health status. After a 4-week regimen, therapy was
withdrawn, and she was followed as an outpatient, remaining
asymptomatic. A control CT showed a total resolution of the
abscess, with minimal blurring in the muscle as the only residual
manifestation.
A 64-year-old man presented to the emergency room with
pain over the medial region of the left thigh which radiated to
the inguinal region. On physical examination with the leg in
ﬂexion and after adduction of the left hip, an increase in focal
temperature on palpation was noted. The patient had a history
of an upper respiratory infection 15 days prior to admission. No
history of trauma in the previous year was elicited.
On admission, hematologic analysis revealed 13 600 leu-
kocytes/mL (85% polymorphonuclear neutrophils), and
13.3 g/dL of hemoglobin. No remarkable ﬁndings in the con-
ventional serum biochemical analysis were observed. An
abdominal CT revealed a hypodense ﬂuid collection, suggestive
of an abscess in the left psoas muscle that extended into the left
inguinal region. Drainage of the purulent ﬂuid was performed
and empirical antibiotic therapy with metronidazole and tob-
ramycin was initiated. A slow clinical improvement followed
this procedure. The ﬁrst bacterial culture after the CT-guided
aspiration of the purulent material was negative. The second,
performed 12 days later, yielded a penicillin-resistant, cefot-
axime-susceptible Streptococcus pneumoniae isolate. Cultures for
anaerobes were negative. Empirical therapy was then changed
to cefotaxime, due to the intrinsic resistance of Streptococcus
pneumoniae to metronidazole and aminoglycosides. Ultimately,
27 days after drainage was initiated, the abscess had resolved and
the patient was discharged symptomless.
Pneumococcal soft tissue infections, including cellulitis and
muscle infections, are an uncommon condition usually associ-
ated with predisposing factors [3,4].
Staphylococcus aureus is the causative agent in more than 80%
of primary psoas abscesses, a percentage similar to that found
in pyogenic abscesses from other body sites. Infection mainly
originates through hematogenous spread, as described for par-
enteral drug abusers [5], or direct inoculation after trauma. In
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one study [6], 18% of cases with primary psoas abscess had a
recent history of trauma, as well as four of the 10 pneumococal
primary psoas abscesses previously reported [2]. The clinical
picture of pneumococcal primary psoas abscess is similar to that
caused by any other microorganism, although meningitis may
be an important complication [7–9]. No recent history of
trauma was recorded in our two cases and no other previously
described risk factors were found, other than a recent upper
respiratory infection of unknown origin in one patient. Both
patients were in their sixties, and adding this information to the
four of nine cases previously published with an age over 60
years, advanced age may be considered a risk factor for pne-
umococcal primary psoas abscess, in contrast with other agents
that occur mainly in younger patients [4].
Surgical drainage and antibiotic administration is the treat-
ment of choice for psoas abscess. The ﬁrst case did not require
surgical drainage, although the initial purulent ﬂuid obtained
from the CT-guided aspiration might have played a role in
abscess resolution. Infection in this patient resolved with mer-
opemem, a broad-spectrum b-lactam, which was later changed
to oral cefuroxime, as empirical treatment (both antibiotics
being active for pneumococcal infection). Case 2 slowly
improved after surgical drainage, but it was not until the inef-
fective empirical therapy was changed to cefotaxime, a highly
effective cephalosporin for pneumococcal infection, that the
patient fully recovered.
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Transesophageal echocardiography and antibiotic prophylaxis for
infective endocarditis
Transesophageal echocardiography (TEE) has increased sen-
sitivity and speciﬁcity in comparison with the conventional
transparietal procedure and it has replaced it for many indi-
cations [1]. Passage of the transductor through the oropharynx
and proximal oesophagus may cause mucosal disruption with
subsequent access of colonizing bacteria to the bloodstream [2].
The reported incidence of bacteremia following this procedure
has ranged from 0 to 17% [3–5]. Nonetheless, the American
Heart Association (AHA) considers TEE a low risk procedure
for which antibiotic prophylaxis of endocarditis is not routinely
necessary. We report a case of endocarditis arising after TEE in
a patient with a prosthetic aortic valve. To our knowledge
there has been only one previous report of this complication
following TEE although some doubts as to the cause-effect
relationship have been expressed [5].
In 1996 a 65-year-old male was admitted to our hospital
with atrial ﬁbrillation. The patient had had a biological aortic
prosthetic valve placed in 1980. TEE showed a normally func-
tioning prosthetic aortic valve with normal atrial chamber and
with no evidence of thrombi in the left auricule. Drug therapy
failed to revert the ﬁbrillation and electrical cardioversion was
successfully performed. Twelve hours later the patient
developed high fever with chills, and two blood cultures were
positive for a group C streptococcus, subsequently identiﬁed as
Streptococcus equisimilis. Over the following day seven of eight
blood cultures grew the same mico-organism, which was sen-
sitive to penicillin (minimum inhibitory concentration ³0.03
(mg/L)]. Penicillin (20× 106U/day) and gentamicin (3mg/kg
per day) were started. Shortly thereafter the patient developed
headache and became obtunded; a CT scan showed two lesions
consistent with arterial embolism. A second TEE revealed a
moderate aortic valve insufﬁciency and a 12-mm valvular veg-
etation. The patient’s neurologic status rapidly worsened and a
second CT scan showed further embolic lesions. An urgent
aortic valve substitution was scheduled, but the patient’s con-
dition rapidly deteriorated, and he died 8 days after the start of
antibiotic therapy.
The reported incidence of post-TEE bacteremia varies
between studies. Mentec et al. [3] reported an incidence of
1.2% in intensive care unit patients who received antibiotic
prophylaxis prior to TTE and 1.8% in those who received no
